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Revision:HCFA-PM-91- (BPD1 OMB NO.: 0938­
1991 

State/Territory: WYOMING 


Citation 4.19 payment for Services 


42 CFR447.252 (a) The Medicaid agency meets the requirements of 

1902(a)(13) 42 CFR Part 447,Subpart C, and sections 

and 1923 of 1902(a)(13) and 1923 ofthe Act with respect to 

the Act payment for inpatienthospital services. 


ATTACHMENT 4.19-4 describes the methods and 

standards used to determine rates for payment for 


inpatient hospital services. 

-

/x/ 	 Inappropriate level of care day's are covered and 
are paid underthe State plan a& lower rates than 
other inpatient hospital services, reflecting the 
level of care actually received in a manner 
consistent with section 1861(v)(1)(G) of the Act. 

L/ Inappropriate level of care days are not covered. 


TN No. 

supersedes

777-7 
Approval 'Date \ \ \ 4 \ Effective Date 


1­(V. - I I 

HCFA ID: 7982E 



1 9 2 0 ,   
u n d e r   

f u r n i s h e d   s e r v i c e s   p a y m e n t   a n d   
h e a l t h   

5 8  

R e v i s i o n :  HCFA-PM-93- 6 (MB) OMB No.: 0938-
A u g u s t  1 9 9 3  

S t a t e / T e r r i t o r y :  WYOMING 

C i t a t i o n  4 . 1 9 ( b )I na d d i t i o n  t o  t h es e r v i c e ss p e c i f i e di n  

42 CFR 4 4 7 . 2 0 1  p a r a g r a p h s4 . 1 9 ( a ) ,  ( d ) ,  (k), (l), a n d( m ) , t h e 

42 CFR 447 .302  Medicaid a g e n c y  meets t h e  f o l l o w i n g 

52 FR 28648  r e q u i r e m e n t s :  

1 9 0 2 ( a ) ( 1 3 ) ( E )  

1903(a)(1) a n d  (1) S e c t i o n  t h eo f 
1 9 0 2 ( a ) ( 1 3 ) ( E )  A c t  r e g a r d i n g  
( n )  , f o r  b yF e d e r a l l y  
o f  c e n t e r s  (FQHCs) s e c t i o nt h e1 9 2 6  act 	 q u a l i f i e d  

1 9 0 5 ( a ) ( 2 ) ( C )o ft h e  A c t .  T h ea g e n c y  meets 
t h e  r e q u i r e m e n t s  o f  s e c t i o n  6303 o f  t h e  S t a t e  
Medicaid Manual  45-6)(HCFA-Pub.  regard ing  
p a y m e n t  f o r  FQHC services. ATTACHMENT 4.19-B 
describes t h e  m e t h o do fp a y m e n ta n d  how t h e  
' a g e n c y  d e t e r m i n e s  t h e  r e a s o n a b l e  costs o f  t h e  
services ( f o r  e x a m p l e ,  cost-reports, cost or 
b u d g e t  reviews, or sample s u r v e y s ) .  

( 2 )  	 S e c t i o n s  1 9 0 2 ( a )  ( 1 3 )  ( E )  a n d1 9 2 6  of t h e  A c t ,  
a n d4 2  CFR P a r t  4 4 7 ,  s u b p a r t  D ,  w i t h  respect 
t o  p a y m e n t  f o r  a l l  o t h e r  t y p e s  of a m b u l a t o r y
services p r o v i d e db yr u r a lh e a l t hc l i n i c s  
u n d e r  t h e  p l a n .  

ATTACHMENT 4.19-B describes t h e  a n dm e t h o d s  
s t a n d a r d su s e df o rt h ep a l p e n to fe a c h  of t h e s e  
s e r v i c e se x c e p tf o ri n p a t i e n th o s p i t a l ,n u r s i n g  
f a c i l i t y  s e r v i c e s  a n d  s e r v i c e s  i n  i n t e r m e d i a t ecare 
f a c i l i t i e sf o rt h em e n t a l l y  re tarded t h a t  a re '  
described i n  o t h e r  a t t a c h m e n t s .  

1902(a)(10) a n d  SUPPLEMENT 1 t o  ATTACHMENT 4 . 1 9 - B  d e s c r i b e s  
1 9 0 2 ( a ) ( 3 0 )  of g e n e r a lm e t h o d sa n ds t a n d a r d su s e df o r  
t h e  A c t  e s t a b l i s h i n gp a y m e n t  for Medicare P a r t  A a n d  D 

d e d u c t i b l e / c o i n s u r a n c e .  
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Revi s ion:  HCFA-at-80-38 
May 22,1980 

State:  WYOMING -
C i t a t i o n  

42 CFR 4 . 9 1 ( c )  	 Payment i s  made t o  reserve a bedduring a 
r e c i p i e n t '  B temporary absence anfrom 
i n p a t i e n tf a c i l i t y  

-X Yes. The State's p o l i c y  is  descr ibed  
i n  Attachment4.19-4L 

- No. 

TN NO. 93-020 

Supersedes Approval Date E f f e c t i v e  Date 10/01/93

TN NO. 92-12 




Citation  

rate 

h 0  

Revision:HCFA-PH-87- 9 (BERC) OMB NO.: 0938-0193 
AUGUST 1987 

State/Territory: , f y  I wyoming 

(d) 4.19 

42 CFR 447.252 


47964
FR	47 LT (1) The medicaid agency meets the requirements of 

48 FR 56046 

42 CFR 447.280 

47 FR 31518 

52 FR 28141 


42 CFR Part 447, Subpart C, with respect to 

payments for skilled nursing and intermediate 

care facility services. 


attachment 4.19-D describes the methods and 

standards used to determine rates for payment 

for skilled nursing and intermediate care 

facility services. 


The medicaid agency provide:: payment for 

routine skilled nursing facility services 

furnished by a swing-bed hospital. 


-/izAt the average per patient day paidto 

SNFs for routine services furnished during 

the previous calendar year. 


-1 7  	At a rate established by the State, 
meets the requirements of42 CFR Part 447, 

Subpart C, as applicable. 


Not applicable. The agency does not 
provide payment for SNF services toa 
swing-bed hospital. 

The medicaid agency provides payment
for 
routine intermediatecare facility services 

furnished by a swing-bed hospital. 


which 


-/rAt the average rate toper .patient day' paid

ICFs, other than ICFs for the mentally 

retarded, for routine services furnished 

during the previous calendar year. 


-// At a rate established by the State, which 
meets the requirementsof 42 CFR Part 447, 
Subpart C, as applicable.. 

-1 7  Not applicable. The agency does not 
provide payment for ICF services toa 
swing-bed hospital. 

Section 4.19(d)(l) of this plan is not 

applicable with respect to intermediate care 

facility services; such services are not 

provided under this State plan. 


TN NO. 97-10 

SupersedesApprovalDate J J -do -- 8 7 EffectiveDate ( 0  - / -87 

c TN No. 8s-a 
HCFA ID: 1010P/0012P 




revision EC?A-.Q-80-38 (3PP)
22, 1980 

sstate Wyoming 

citation 4.U(ef The Medicaid agency m e i t  SIrequirements 
42 cc'fi 447.45 (c) of 42 CFIl 447.45 fo r  t imely  &paymentof 
AT-79-50 claims. 
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Revision: 	 HCFA-PW-87-4 (BERC) OMB NO.: 0938-0193 

MARCH 1987


(-
State/Territory: WYOMING 


Citation 

42 CFR 447.15 

AT-78-90 

AT-80-34 

48 FR 5730 


TI NO. 87-7 

Supersedes

TI NO. 89-S 


4.19 ( f )  	TheMedicaidagencylimitsparticipation to 
providersmeetrequirements ofwho the 

42 CFR 447.15. 


participating this
No provider under plan may deny 

services toany individual eligible under the plan 

on account of the individual’s inabilityto pay a 

cost sharingamount imposed by the plan in 

accordance with 42 CFR 431.55(g) and 447.53. This 

service guarantee does
not apply to an individual 

who is able to pay, nor does an
individual's 
inability to pay eliminate hisor her liability for 
the cost sharing change. 

Approval Date 9 - 8-87 Effective Date 7 - / - g 7  

HCFA ID: 1010P/0012P 
' ,  
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sstate wyoming 

citation 4.19 (g) The medicaid agency assures appropriate
42 CFZi 447.201 audit of records &en payment is on 
42 cfr 447.202 c a t s  of services or m a fee  plus 
m-78-90 cost of materials. 



. .  

64 


revision 	 HCFA-AT-80-60 (BPP) 
August 1 2 ,  1980 

Sta te  Wyoming 

citation 4.19(h) The Medicaid agency m e e t s  the requirements
42 CFR 447.201 of 42 CFR 447.203 for documentation and 
42 CFR 447.203 avail ability of payment rates. 

i
. c A!P78-90 

.'. 

Super* approval Date 6110/80 effective Date 7/1/80 
tn 



citation 
42 a3 447.201 
42.m 447.204 
XI!-78-90 

4 

.-.
-'

. -.\ - 6/10/80. 7/ 1/80 
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-	 ,sion: HCFA-PM-91- (BPD) OMB NO.: 0938­
1991 

State: WYOMING 


Citation 


42 CFR 4.19(j) The Medicaid agency meets the requirements

447.201 Of 42 CFR 447.205 for public notice of any changes in 

and 447.205 Statewide method or standards for setting payment 


rates. 


1903(v) of the (k) The Medicaid agency meets the requirements

Act section 1903(v) of the Act with respect to
of 

payment for medical assistance furnished to an 
alien who is not lawfullyadmitted for permanent
residence or otherwise permanently residing in the 
United States under color of l a w .  Payment is made 
only for care and services that. are necessary for 
the treatment of anemergency medical condition, 
as defined in section 1903(V) of the Act. 

A 3TN No. 4/-
Approval 'Date \ I4 ?r Effective Date \, 3\ \ \,.

1 

HCFA ID: 7982E 



3 

Revision: HCFA-PM-92-7 (ME1 
October 1992 

State/Territory: WYOMING 


Citation 


1903(i)(14) 4.19(1) The Medicaid agency meets the requirements

of the Act of section 1903(i)(141 of the Act with respect 


to payment for physician services furnished
to 
children under 21 and pregnant women. Payment
for physician services furnishedby a physican 

to achild or a pregnant woman
is made onlyto 

physicians whomeet one of the requirements

listed under this sectionof the Act. 


supersedes esnewTN No' -Approval Date Date/ 1 19 3 Effective 
TN No. 



supersedes  

State 

Revision:
HCFA-PM-94-8 (MB)

October 1994 


State/Territory: WYOMING 


Citation 


4.19 (m) 	 medicaid Reimbursement for administration of Vaccinee under the 
Pediatric Immunizationprogram 

1928(c)(2) (i) 	 Aprovider may imposeachargefor the administration of 

a pediatric
(C)(ii)of qualified vaccine as stated i n  1928 

the A c t  (c)( (2)(C) (ii) ofthe Act. Withinthisoverall provision,
Medicaid reimbursementto providers will be administered as 

follows: 


(ii) The State: 


- sets apayment rate at the level ofthe regional maximum 
established by the DHHSSecretary. 

is a Universal purchase and sets a payment rate
at 

the level of the regionalmaximumestablished in 

accordance with State
Law. 


- sets a payment rate below the level of the regional
maximum establishedby the DHHSSecretary. 

X is a Universal purchase State and sets a payment rate 
below the level ofthe regionalamximum established by
the universal PurchaseState. 

the
The State paye following ratefor the administration 

of pediatricvaccine: 

$7.00 per injection or oralfeeding. 


(iii) Medicaid beneficiary accessto immunizations is assured the 

through thefollowing methodology: 


A 	 VFCvaccineeareprovided to 80%of the private
providere and 100% of the public providerein the state. 

-X All providere have been educateda13to VFC reimbursement 
i.e., providereareprohibitedfromrefusing to 
vaccinate due to the patient's inability to pay an 
administration fee. 

In addition,
the Immunization program routinely conducts 

a random survey
of providere and the ease of accessing

immunization services 


1926 of 

Act 


TN NO. 94-015 

Approval 10/1/94
Date
Effective Date. 

TN NO. NEW 


